A 53-year-old patient with previously low compliance for arterial hypertension treatment was admitted into emergency department due to sudden collapse while driving a car. He reported severe chest pain and dyspnoea and tingling in his legs. On physical examination, he was afebrile with a respiratory rate of 34 b.p.m. and the lungs were clear on auscultation. Saturation of haemoglobin in arterial blood was 94%. Cardiac examination revealed no murmur. The pulse rate was 154 b.p.m. and regular, with a blood pressure of 210/115 mmHg in the left arm and 185/ 100 mmHg in the right arm. The patient's neck veins were distended. The abdomen was unremarkable.
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Emergency transthoracic echocardiography revealed acute right ventricular overload (Panel A) with right heart pressure estimated to 45 mmHg + CVP, and no pericardial effusion. In modified parasternal long axis (Panel B), ascending aorta (AA) with an intimal flap with a competent aortic valve was identified. Computer tomography scanning (Panels C-E) confirmed dissection of the AA propagating in the abdominal aorta and compromising left kidney perfusion. There was intramural haematoma (IMH) of both pulmonary arteries extending into the lobular septa and narrowing their free lumen. Anatomically, the AA and pulmonary trunk have a common adventitia, and therefore, extravasation of blood into the adventitia of the AA commonly extends into the adventitial space of the pulmonary trunk, and from there into the adventitial space around the left and right pulmonary arteries. As extravasated blood in the adventitia of the aorta and pulmonary arteries is driven by aortic pressure, it can compress the lumen of the pulmonary artery, which has a relatively low pressure. The resultant IMH around the pulmonary arteries plays an essential role in obstruction of the pulmonary arteries. Emergency reconstruction of ruptured dissection of AA was successfully performed. 
